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PRESIDENT’'S COLUMN 


To the Members of the American Gastroscopic 
Society: 


I am sure by this time all the members of 
the American Gastroscopic Society have had 
the pleasure of seeing the new issue of our 
bulletin. Thanks to the generosity of Mrs. 
Bruce Smith of Washington, D.C., who has 
been a devoted person in behalf of our society 
and in particular of its Bulletin, we have the 
opportunity of keeping the warmth and close 
personal relationship among our members. I 
cannot help but feel a great enthusiasm at 
this particular point in the progress of the 
American Gastroscopic Society, its function, 
its needs and its responsibilities. I think you 
will see in our program, so full of new thoughts 
and ideas, that we are on the threshold of 
new conceptions and opportunities of inter- 
pretive value in our field. I should like to call 
attention to several aspects of the program. 
First, the scientific development of fiber optics 
in their application to esophagoscopy, gastros- 
copy and duodenoscopy. The details of the 
great potentials of this new physical aspect 
of the mechanics of gastrofibroscopes I leave 
to the two splendid papers that will be pre- 
sented. The next grouping of ideas to be 
presented is the different technics and applica- 
tions of simultaneous gastrophotography at 


the time of gastroscopy. One of the great prob- 
lems that has confronted our field has been 
the difficulty in documenting what we see at 
the time of gastroscopic examination. No art- 
ist can draw accurately what is seen. But 
with the newer developments in simultaneous 
color gastrophotography, our great hopes are 
now justified that it may be possible for us 
all to document each case by simultaneous 
color photography at the time of the gastro- 
scopic examination. This is, indeed, a tremen- 
dous step forward in the documentation of 
what we see. 


The next grouping of papers will be the 
very interesting technics of combined gastros- 
copy and direct vision biopsy and the various 
types of multipurpose instruments for suction 
biopsy. In addition, we will have several as- 
pects of the significance of gastroscopic diag- 
nosis, gastroscopic biopsies and cytologic cor- 
relations in reference to the controversial field 
of chronic gastritis. There will be expressions 
from world authorities from all over the globe 
in reference to our field. 

We are indeed fortunate to have so many 
international authorities on one program. This 
is due primarily, of course, to the tremendous 
series of meetings in our first World Congress 
of Gastroenterology and the associated meet- 
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ings of the American Gastroenterological As- 
sociation, the Gastroenterological Research 
Group and the American Association for the 
Study of Liver Disease, all in one grand week 
of educational opportunities. 

In conclusion, an attempt is being made to 
present a simultaneous color television broad- 
cast from the Armed Forces Institute of Pa- 
thology at Walter Reed Army Hospital, with 
the simultaneous appearance from that insti- 
tute by microwave technic to an 8x10 foot 
screen in our audience session. We expect a 
large audience of worldwide interest and, I 
trust, a very profitable discussion of the vari- 
ous presentations. 

We, likewise, are honored in obtaining as 
our guest speaker at our banquet Saturday 
evening Associate Justice of the U.S. Supreme 
Court, William O. Douglas, who has a very 
pleasant surprise for us. This is one meeting 
at which I have no hesitancy in asking for 
100 percent attendance and representation 
from all members of our society, for I feel 
sure it will be a long time before circumstances 
permit such a privilege for us all again to 
have so many world authorities on one pro- 
gram. We will be honored by the presence 
of Dr. Norbert Henning of the University of 
Erlangen, West Germany, one of the world’s 
outstanding gastroenterologists and gastro- 
scopists, and we will have the great privilege 
of honoring Dr. Henning by the presentation 
to him of the Schindler Award at our banquet 


on the evening following our all-day sessions. 

I have been tremendously impressed by the 
voluntary donations to our Secretary-Treas- 
urer in behalf of the World Congress budget, 
and I wish to express my deep appreciation 
for this support. I likewise am delighted to 
note that a large number of our members are 
asking for the new beautiful certificates of 
membership now available. If you have not 
yet sent in to Dr. Wirts for your certificate, 
do so prior to the meeting. 

Once again, may I express the feeling of 
the Board of Governors that there are so 
many fine young men as well as older men 
who are active in the field of endoscopic ex- 
aminations, who have not been attracted to 
membership in our society up to the present 
time, and, therefore, I urge each member to 
take it upon himself to investigate the possible 
eligibility of his friends and colleagues and 
make every effort to propose them for con- 
sideration. 

I wish to take this opportunity to thank all 
the members of our society for their support 
and I shall look forward to greeting you all 
at our wonderful meeting in Washington, D.C. 
in May. Again, with my appreciation for the 
cooperation of the governing board, our editor 
and the editorial board of our new Bulletin, 
I remain 


Sincerely, 
CLIFFORD J. BARBORKA 
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(Eastern Daylight Saving Time) 
Morning 8:15 a.m. to 12:00 noon. 


President’s Address. 
CLIFFORD J. BARBORKA. 
“Regurgitant Esophagitis.” 
HERBERT W. SCHMIDT, 

Minnesota. 

“An Introduction of Gastrofiberscope” 
N. S. Kapany, Ph.D., Physic Re- 
search Department, Armour Re- 
search Foundation of Illinois Insti- 
tute of Technology, Chicago, Illinois. 

“Duodenoscopy and Esophagoscopy by 

Glass-Fiber-Endescope” 

Moses PAULSON AND SAMUEL H. 

TALBOT, Ph.D. The Johns Hopkins 

University and Hospital, Baltimore, 

Maryland. 

“Studies on Gastric Diseases Using 

Gastro-Camera.” 

SADATAKA TASAKA, Professor of Med- 

icine and SHINROKU ASHIZAWA, Uni- 

versity of Tokyo School of Medicine, 

Tokyo, Japan. 

“Color Gastrophotography with an Elec- 

tronic Flash.” 

Professor CH. DEBRAY and PIERRE 

HoussetT, Faculty of Medicine of 

Paris, France. 

“Gastroscopic Photography in the Dem- 

onstration of Gastric Tumors.” 

“Comparative Values of Colored La- 

parophotography and Biopsy Puncture 

in the Diagnosis of Hepatic and Biliary 

Disease.” 

JACQUES CAROLI, Paris, France. 
“Combined Gastroscopy and Direct 
Vision Biopsy.” 

a.) Method and Application. 

P. E. THOMPSON HANCOCK 
b). Histological Findings. 

MARGOT SHINER. 

Department of Gastroenterology, 

Central Middlesex Hospital, Park 

Royal, London, England. 


Rochester, 


11:10 


2:00 


2:30 


3:00 


3:10 


3:20 


3:40 
3:50 


4:10 


“A Multipurpose Instrument for Suc- 
tion Biopsy of the Esophagus, Stomach 
and Small Bowel.” 

Cyrus E. RusBIn, Lioyp L. BRAND- 


BORGH, W. E. QUINTON, and H. PAuL 


NEWMAN, Seattle, Washington. 
Afternoon, 2:00 p.m. to 5:00 p.m. 
“Gastroenterology at the Walter Reed 


Army Medical Center: A Colored 
Television Presentation.” 
Technical Advisor, Colonel B. H. 


SULLIVAN, JR. M.C., Chief of Gas- 
troenterological Service, Walter Reed 
Army Hospital, Washington, D.C. 

“Gastroscopic Diagnosis of Chronic 

Gastritis.” : 

N. HENNING, Director, University of 
Erlangen Medical Clinic, Erlangen, 
Germany. 

“Gastroscopic Biopsies.” 

Epwarp B. BENEDICT, Boston Mas- 
sachusetts. 

“A Concept of Chronic Gastritis Based 

Upon the Study of Gastric Biopsy.” 
EMMANUEL DEUTSCH, Boston Mas- 
sachusetts. 

“Clinical Significance of Chronic In- 

flammation of the Stomach and Small 

Intestine.” 

RUDOLPH SCHINDLER, Los Angeles, 
California. 

Discussion of the . Foregoing Four 

Papers. 

“Gastric Uleer as Seen in Australia.” 
JOHN HoRAN (Melbourne), 
F.R.C.A.P., M.R.C.P. (London), Hon- 
orary Physician to In-Patients, St. 
Vincent’s Hospital, Melbourne; Dean, 
St. Vincent’s Hospital Clinical 
School, Melbourne, Australia. 

“Gastroscopic Findings in Advanced 

Cirrhosis.” 

PABLO INIGUEZ, Clinic Hermandez- 
Inchaustegui, Ciudad Trujillo, Do- 
minican Republic. 


Discussion will be permitted according to the 
availability of time during the program 
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ARTICLES 


Pathogenesis and Diagnosis 
of Achalasia * 


E. CLINTON TEXTER, JR., M.D. 


Achalasia has been a fascinating topic for 
physicians for nearly 300 years. In 1672 
Thomas Willis 1 described the case of a man 
who was prone “to cast up whatsoever he had 
eaten.” Willis made a rod of whalebone to 
which he attached a round button of sponge. 
During the ensuing 15 years the patient prac- 
ticed blind bouginage of the stomach with re- 
lief of dysphagia and vomiting. Willis con- 
eluded: “In this case the mouth of the stomach 
being always closed, either by a tumour or a 
palsie, nothing could be admitted into the ven- 
tricle unless it were violently opened.” 

Dilatation of the esophagus without obstruc- 
tion was described by Hannay 2@ in 1833. Since 
that time a variety of names have been applied 
to functional obstruction of the lower end of 
the esophagus and various explanations of- 
fered for this kind of dysphagia. Cardiospasm 
and achalasia are the names most frequently 
used but others.include megaesophagus, eso- 
phageal dystonia and aperistalsis of the esoph- 
agus. The early clinicians felt that this 
disorder was the result of spasm at the car- 
diosophageal junction, hence the name car- 
diospasm. Although this is still the most com- 
monly used name, there has been a trend 
recently toward terming this condition ach- 
alasia, which suggests that the disorder is the 
result of failure of relaxation of the cardia 
from its normal state of contraction. Hurst 2» 
reasoned that this was the state of affairs 
because of the lack of resistance to the passage 
of mercury bougies through the cardia. 


PATHOGENESIS 


The etiology of lower esophageal obstruc- 
tion in achalasia remains controversial. Ach- 
alasia is not a localized process due to spasm 
of the cardia but.a motor disorder which in- 
volves most, if not all, of the esophagus. 


* This investigation was supported in part by 
a research grant (RG-4633) from the National 
Institutes of Health, U. S. Public Health Serv- 
ice, Bethesda, Md. : 
This paper appeared in French translation 
under the title “Pathogenie et diagnostic de 
Vachalasie,” in MEDICINE ET HYGIENE 15:39- 
40 (30 January) 1957 


From the Gastroenterology Laboratory, North- 
western University Medical School and the 
Veterans Administration Research Hospital 
and Passavant Memorial Hospital, Chicago 11, 
Illinois. 


and REVIEWS 


Hurst’s concept that the disorder was one ot 
failure of relaxation of the cardia suggested 
that there might be associated neurological 
changes. Rake,* in 1927, demonstrated de- 
generation of the ganglion cells of the plexus 
of Auerbach in two patients with achalasia. 
These observations have been confirmed by 
other investigators.4,5 Microscopic study of 
the esophagus from patients at different stages 
of the disease suggests that the earlier changes 
may be those of a subacute inflammation which 
are subsequently followed by destruction of 
the ganglion cells and replacement of the cells 
by areas of fibrosis. The changes in the my- 
enteric plexus in achalasia are similar to those 
observed in aganglionic megacolon. Other sim- 
ilar features of the two disorders have been 
noted.+ 

Although the morphologic findings in ach- 
alasia are well established, the cause of the 
degeneration in the myenteric plexuses is not 
known. Etzel4 suggested that the degenera- 
tive changes might be secondary to a vitamin 
B, deficiency because of the similarity to the 
changes in the ganglion cells noted in beriberi. 
However no correlation exists between the 
incidence of achalasia and that of vitamin B, 
deficiency. Brazilian students of this disorder 
have been impressed by the occurrence of 
achalasia in areas having a high incidence of 
Chagas’ disease and have suggested that there 
might be an etiological relationship. The fact 
that achalasia is equally common in countries 
where Chagas’ disease is rare or unknown 
tends to discredit this concept. 

Achalasia has also been considered to be a 
psychosomatic disorder. The swallowing time 
of normal persons and patients with eso- 


_phageal symptoms may be lengthened by sub- 


jecting these individuals to psychic stress. 
Studies of the psychosomatic aspects of achal- 
asia demonstrated that neurotic traits were 
frequently observed during childhood and, in 
many instances, these persisted into adult 
life.6 Patients with achalasia have been char- 
acterized as being perfectionist, neat, orderly 
and meticulous. These patients were also noted 
to be submissive, sensitive and rather easily 
offended. McMahon, et al.* reported that cardi- 
ospasm is a disease of the frustrated individ- 
ual that is not seen in happy, contented, or 
well-adjusted individuals. However, even 
though certain psychic abnormalities may be 
observed with reasonable frequency in patients 
with achalasia, this does not establish the fact 
that the disease is psychogenic in etiology. In 
fact, most investigators believe that the 


psychiatric factors are of secondary impor- 
tance. 
Although the degeneration of the ganglion 
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cells of the myenteric plexus appears to be im- 
portant in the pathogenesis of cardiospasm, 
their temporal relationship to the onset of this 
disorder is not clear. Cases of so-called cardi- 
ospasm have occasionally been described in 
infants. These patients have not been carefully 
studied and the weight of evidence suggests 
that the disorder is not a congenital one. The 
disease most commonly has its onset during 
the fourth to the sixth decades, although 
patients have been observed with an age at 
onset ranging from 14 to 78 years.7 


The gross pathological changes vary consid- 
erably. A latent period exists before symptoms 
develop as the pathological changes appear to 
have been longstanding even in those patients 
whose clinical history is relatively short. The 
caliber of the esophagus may vary from almost 
normal to the dilated, tortuous esophagus seen 
in the late stage of the disease. Initially the 
esophagus is of normal caliber but later the 
esophagus undergoes hypertrophy and dilation. 
Palmer § describes three patterns in response 
to the intermittent obstruction: (1) a flask- 
shaped distal dilation with the narrow end up; 
(2) a more uniform fusiform enlargement; 
and, (3) diffuse dilation with sigmoid type of 
lengthening. The latter is the most frequent 
pattern. 

Sweet ® feels that two distinct types of 
achalasia of the esophagus can be differenti- 
ated. Sweet’s Type I achalasia, comprising 
about 75 per cent of his cases, is characterized 
by enormous dilatation of the esophagus above 
the distal segment. Pain is infrequent. At 
operation the terminal segment of the esopha- 
gus is small in diameter with thin layers in 
contrast to the dilated, thick-walled portion 
above. In Type II achalasia the dilatation of 
the esophagus is more moderate and pain from 
spasm of the esophagus is more common. 
Hyperactive esophageal peristalsis is present. 
At operation the lower segment is thickened. 

Secondary changes involving the esophagus 
are frequent as a result of the longstanding 
dilatation. These consist of chronic inflamma- 
tory changes involving, primarily, the mucosa. 
The esophagitis is the result of the irritative 
action of the stagnated material, which affects 
the relatively sensitive esophageal mucosa. 

The mechanics of the motor abnormality in 
achalasia have become more clear from recent 
studies. Templeton 1° noted that the primary 
peristaltic wave usually traveled only to the 
level of the suprasternal notch or the superior 
margin of the aortic arch in patients with 
achalasia. Secondary peristaltic waves were 
not observed. Purposeless, shallow, segmented 
contractions which were not peristaltic in 
nature were frequent. These contractions were 
more prominent in those patients with only 
slightly dilated esophagi. 

The abnormal motor activity in achalasia 
has also been demonstrated by balloon-kymo- 
graphic studies. Kramer and_ Ingelfinger 11 


found decreased tone, lack of propulsion and ir- 
regular phasic activity of the lower two-thirds 
of the esophagus. Similar findings were noted 
by Sleisenger, Steinberg and Almy.12 Studies 
of the deglutition pressure pattern using 
recordings of intraluminal pressure changes 
have revealed marked variations from the 
norma].15-16 The deglutition complexes differ 
from those of the normal subject by not being 
peristaltic, by having lower than normal am- 
plitude and prolonged duration.7, 16 Butin, 
Olse, Moersch and Code 13 were able to classi- 
fy most of the swallow complexes in patients 
with achalasia into one of three patterns: (1) 
complexes which resemble the normal swallow- 
ing complexes; (2) complete absence of pres- 
sure waves related to deglutition; and (3) 
multiple phasic contractions in response to a 
single swallow. 


The most distal portion of the esophagus, ° 
termed the vestibule by Lerche, 17 appears to 
be important in the pathogenesis of achalasia. 
The studies of Ingelfinger and co-workers 18 
suggest that this portion of the esophagus 
may be differently innervated from the re- 
mainder of the esophagus. Swallowing results 
in relaxation of this area in the normal subject 
but this response does not occur in achalasia, 
apparently because of the lack of the primary 
peristaltic wave. 


Ingelfinger 18 summarized the current con- 
cept of the mechanism of achalasia or cardi- 
ospasm: “The observations which have been 
cited permit a formulation concerning the 
pathogenesis of cardiospasm. For unknown 
reasons cholinergic, myenteric plexuses of the 
esophagus become damaged. As a result, eso- 
phageal motility becomes deranged, orderly 
and progressive peristalsis is no longer possi- 
ble, and the vestibule fails to relax in response 
to swallowing as it does normally.” 


DIAGNOSIS 


Achalasia can be suspected when the patient 
presents with the symptom complex of inter- 
mittent dysphagia, substernal distress, pyrosis, 
and regurgitation of esophageal contents. Ini- 
tially, the dysphagia is intermittent but as the 
disease progresses it tends to become persist- 
ent. The dysphagia is usually more severe with 
swallowing solids than liquids, although cold 
liquids usually increase the degree of dyspha- 
gia. 19 Many patients find that they can facili- 
tate swallowing by drinking large quantities 
of liquids with their meals, thereby creating 
sufficient hydrostatic pressure to _ initiate 
emptying of the esophagus. The dysphagia is 
usually more acute if the patient is nervous or 
under stress. Symptoms are more likely to 
occur if the patient must eat in public. 

Another frequent complaint is of substernal 
pain. Pain is more common in people with rela- 
tively undistended esophagi who on fluoroscopy 
can be observed to have spasmodic contractions 
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of the esophagus. In other patients the pain 
has no relation to the ingestion of food and 
may be indistinguishable from anginal pain. 


Weight loss is common, especially in patients 
who have longstanding, relatively complete ob- 
struction. Regurgitation of retained esophageal 
contents also is frequent; it is more likely to 
occur when the patient is in a horizontal posi- 
tion and may result in chronic pulmonary dis- 
ease owing to aspiration pneumonia. 


Careful roentgen study of the esophagus is 
invaluable in establishing the diagnosis. Early 
in the disorder the esophagus may be smooth 
and tapering, ending in a cone-shaped extremi- 
ty at the cardiac end. A small trickle of barium 
can be seen extending from the esophagus to 
the stomach. This appears to correspond to the 
area of the vestibule. 


The smooth terminus of the esophagus is of 
aid in differentiating it from malignancy in 
this area. It is important that the esophagus 
be empty at the time of examination since food 
particles retained in the cardiac end may 
simulate an organic disease. Enormous dila- 
tation of the esophagus almost invariably 
speaks for achalasia and is strong evidence 
against an obstruction 2° secondary to tumor. 
Occasionally the two conditions may be present 
concurrently. 


Endoscopy is of value in excluding other 
causes of obstruction of the esophagogastric 
junction. Careful preparation is necessary for 
several days prior to the procedure and care 
must be taken that the patient does not aspi- 
rate the material from the esophagus during 
the course of the examination. The esophagus 
is dilated with retained secretions and because 
of its tortuosity it may be difficult to follow the 
lumen. Changes of stasis esophagitis are 
frequent. 


Administration of parasympathomimetic 
drugs may be of aid in differential diagnosis of 
conditions simulating achalasia. The esopha- 
gus is extremely sensitive to parasympathomi- 
metic drugs because of its denervated status. 
Intramuscular administration of 6 to 10 mg. of 
Mecholyl produces a violent tonic contraction 
of the lower half of the esophagus. 11 Similar 
changes were noted following administration 
of Urocholine, and .concurrent intraluminal 
pressure studies demonstrated a rise in base- 
line pressure exceeding 100 mm. of Hg. 7.16 
This response was not seen in other esophageal 
disorders. 


SUMMARY 


The etiological factors underlying the devel- 
opment of achalasia are not clearly understood. 
The important features pathologically are 
those of degeneration of the ganglion cells of 
Auerbach’s plexus of the esophagus. Subacute 
inflammatory changes may be observed. Al- 
though psychic and emotional alterations are 
prominent in some patients with achalasia, 


_ 5. Cross, 


they do not appear to be primary etiological 
factors. 

Achalasia is a generalized disorder of motili- 
ty which involves most of the esophagus, rather 
than a spasm of the cardiac area. The normal 
primary peristaltic wave is not propagated 
and, as a result, the vestibular segment of the 
esophagus does not relax. 

The diagnosis is suggested by the presence 
of dysphagia, substernal pain, regurgitation 
and weight loss. X-ray observations reveal loss 
of normal motor activity and, secondarily, dila- 
tion of the esophagus. Due to its denervated 
status the esophagus in achalasia shows an 
exaggerated response to the administration of 
parasympathomimetic drugs. 
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YOU ARE INVITED 


Members of the medical profession 
are cordially invited to attend the Amer- 
ican Gastroscopic Society's meeting, Satur- 
day, May 24, 1958, at the Shoreham Hotel. 
The profession may also attend the cock- 


tail party and banquet Saturday evening 


by purchasing tickets at the registration 
desk. 
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CASE REPORTS 


Linitis Plasticia: Mucosal Findings 
Observed At Gastroscopy 


JOHN O. GrpBs, M.D. * 


The term “linitis plastica” was first men- 
tioned in 1854 by Louis Brinton in describing a 
profuse or rarely circumscribed increase in 
the connective tissue of the stomach, marked 
thickening of its walls and a decrease in 
capacity. The disease was described as having 
an insidious onset, slowly progressive cachexia 
and a fatal termination. Descriptions of this 
disease by other authors through the years 
have included “leather-bottle stomach,” “cir- 
rhosis of the stomach,” “fibroid induration,” 
“fibromatosis of the stomach,” “gastritis,” and 
“granulomatosa fibroplastica.”} 


CASE REPORT 

A 71-year-old, white, Italian male first seen 
October 3, 1956, reported that for one month 
he had been awakening at 5:00 a.m. with upper 
abdominal pain. For the past two weeks this 
had been associated with anorexia. His weight 
had declined 20 pounds but there had not been 
vomiting, chills or fever. He had had a cough 
for about six months, productive of white 
mucous. He described the pain as recurrent 
and not severe enough to disturb his sleep. 

The family history was noncontributory. The 
medical history did not reveal serious illnesses 
or operations. The patient had not used tobacco 
for 5 years and had been drinking about 1-1/2 
glasses of wine daily for many years. He had 
taken no medication. 

Physical examination revealed an obese, 
elderly male in no acute distress. He was alert 
and cooperative. There was no icterus of the 
sclera. No lymph glands were palpable. Ex- 
mination of the chest revealed accentuation of 
the breath sounds at the left lung base, 
posteriorly. Heart sounds were distant; no 
abnormality of the peripheral vessels was 
noted, The liver extended 3 to 4 cm. below the 
right costal margin. The edge was smooth and 
non-tender. The abdomen was soft throughout. 
Rectal digital examination was negative. The 
blood pressure was 190/120; pulse, 100; tem- 
perature, 37.1°C. ‘ 

Laboratory work on entry: PCV, 49; hemo- 
globin, 17.8 (124 per cent); WBC., 11,500; 
neutrophils, 64; eosinophils, 3; lymphocytes, 
31; monocytes, 2; nonfils, 2; prothrombin time, 
14 seconds (control 14 seconds), 100 per cent, 
icteric index 11 units; thymol turbidity, 2.5. 
Urinalysis: color, light amber; specific gravity, 
1.026; albumin, negative; sugar, negative; 


WBC., 0-1, bromsulphalein excretion 11 per 


* 450 Sutter St. San Francisco, Cal. 
1 Bockus, Gastro Enterology 1:750, 1943. 


cent retention at 45 minutes. BMR, plus 12. 
Cephalin flocculation: 24 hours, 2 plus; 48 
hours, 3 plus. Gastric analysis, 10-10-56: No 
free acid was observed after injection of 40 
mg. of Histalog. 

Chest x-ray: “Heart is not grossly enlarged. 
The upper mediastinal shadows are prominent 
on the right and anteriorly. Lung fields are 
clear and the costophrenic sulci are well de- 
fined.” G. I. series: “Peristalsis appears active 
and complete to the pylorus. There is con- 
siderable antral spasm present, with the pre- 
pyloric portion of the stomach appearing con- 
tracted. The stomach is high and transverse 
in position and attempt at palpation is un- 
satisfactory. The duodenal bulb fills and 
empties readily but very rapidly, appearing 
constricted in the midportion. The mucosal 
folds are coarse and irregular. Conclusion: 
contraction deformities of the prepyloric por- 
tion of the stomach and duodenal bulb.” Gall 
bladder series on two successive days showed 
no evidence of concentration of the opaque 
material within the gallbladder. A repeat G.I. 
series five days later demonstrated fairly good 
peristasis during fluoroscopy. The irregular ap- 
pearance noted in the region of the antrum 
on the previous study was again noted; how- 
ever, it appeared to show fairly good peris- 
talsis. The electrocardiogram was described 
as mild sinus tachycardia and periods of sino- 
auricular block on the basis of coronary artery 
insufficiency. 

Gastroscopic examination October 16 re- 
vealed hypertrophic -folds of gastric mucosa 
over an area about 3 x 3 em. on the greater cur- 
vature adjacent to the antrum. These folds 
were edematous and grayish-white in com- 
parison to the normal mucosa over the rest 
of the stomach. The poor condition of the 
patient and inability to dilate the stomach for 
more complete observations halted the pro- 
cedure. The impression of the examiner was 
that the mucosa was definitely abnormal and 
that further diagnostic studies were necessary, 
i.e., cytological studies of the gastric aspirates 
and a repeat gastroscopy in 2 to 3 weeks. 

Immediately following gastroscopy the pa- 
tient became cyanotic, with a pulse of poor 
quality. About 10:00 p.m. that evening, his 
face and neck were observed to be edematous 
and his breathing was described as stertorous. 
He was given 100 mg. of hydrocortisone succin- 
ate intravenously with prompt improvement. 
The following day he was given 80 units of 
corticotropin, with 40 units and 20 units on 
successive days. During this period, edema 
and swelling of his neck gradually subsided. 


Papanicolaou studies of gastric washings 
were obtained on four occasions. Three were 
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reported negative and a fourth described atypi- 
cal cells present in smears and cell button; 
inconclusive, for diagnosis of malignancy. How- 
ever, review of the microscopic slides showed 
that characteristic carcinoma cells were present 
(Fig. 1). 

The patient was discharged and at home he 
continued to complain of weakness, malaise 
and anorexia, with continued epigastric pain. 


Figure 1. Gastric aspirate (x 400). Note the clump of 
cells with large hyperchromatic nuclei. 


The attending physician noted a gradual in- 
crease in the size of a mass in the left upper 
quadrant which had not been present at hos- 
pital admission. Readmitted January 20, the 
patient described his pain as being not sharp 
or colicky but a “dull ache.” Examination 
revealed a firm, tender mass in the left upper 
quadrant. The liver was smaller than at ex- 
amination on the first admission. The patient’s 
condition slowly deteriorated with a gradual 
increase in temperature. 


ve 


Figure 2. Stomach tissue (x 150). Note well differ- 
entiated adenocarcinoma. 


Laboratory reports on the second admission 
were: 1-29-57: glucose, 128; PCV 48, hemo- 
globin 17 (117 per cent); WBC, 20,900; neutro- 
phils, 84; lymphocytes, 11; monocytes, 4; 
nonfils, 3. Urinalysis, 1-29-57: specific gravity, 
1.020; appearance slightly cloudy; reaction, 
acid. Serology, 1-30-57: negative, 1-31-57: 
thymol turbidity, 3; bromsulphalein, 4 per cent 


retention after 45 minutes; total protein, 4.8; 
albumin, 3.5; globulin, 2.3; A-G ratio 1.6. 
1-31-57: alkaline phosphatase, 3.2. 2-10-57: 
bilirubin, direct 0.0, total 0.8. 

At autopsy February 15, 1957, the provision- 
al gross anatomical diagnosis was: A) Car- 
cinoma, stomach (linitis plastica) (Fig. 2,3) 
with metastases to perigastric, hepatic, peri- 
pancreatic, celiac and mesenteric lymph nodes. 
B) Peritoneal surface. C) Retroperitoneal fat. 
D) Liver. E) Pleura. F) Large bowl. Findings 
included: generalized arteriosclerosis in all 
blood vessels; hypertrophy of the heart (420 
gm.); infarct in the left lower lobe of the 
lung; fat necrosis of the pancreas; chronic 
cholecystitis with a calculus impacted in the 
cystic duct; and, multiple adenoma of the 
thyroid. 
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Figure 3 Stomach tumor (x 240). Note marked cellular 
pleomorphism in adenocarcinoma. 


DISCUSSION 

A case of linitis plastica is reported showing 
the usual, classical, insidious onset, slowly 
progressive cachexia and fatal termination. 
The changes in the gastric mucosa observed 
at gastroscopic examination were likely those 
of linitis plastica not recognized at the time 
of the examination. The cyanosis and shock 
syndrome observed at the time of gastroscopic 
examination was likely that of a pontocaine 
reaction. The response to steroid therapy was 
prompt. The left upper quadrant mass observed 
during the patient’s last hospitalization was 
found at necropsy to be caused by distension 
of the lesser omental cavity with fluid. The 
foramen of Winslow was obstructed by metas- 
tases from the primary growth. This mass was 
noted to decrease in size during the last 48 
to 72 hours of the patient’s illness, coincidental 
with dehydration at that time. 

It is interesting that although the stomach 
tumor, which was a classical linitis plastica, 
showed much pleomorphism of the cells in the 
neoplastic acini, there were a few foci where 
the growth was orderly and fairly well dif- 
ferentiated. Interestingly enough, despite nu- 
merous attempts at gastric lavage with chymo- 
trypsin, only one clump of the more differ- 
entiated cells was found. The less differentiated 
cells apparently did not desquamate. 
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SUMMARY 


1) A case of linitis plastica is reported in 
which the changes of the gastric mucosa 
were observed at gastroscopic examination. 
2) At gastroscopic examination, complications 
from pontocaine sensitivity responded to 
steroid therapy. 


Cytological study of the gastric washings 
was confirmed in the microscopic sections at 
autopsy. 

A left upper quadrant mass not diagnosed 
clinically was found at autopsy to be a 
collection of a fluid in the lesser omental 
cavity secondary to obstruction of the for- 
amen of Winslow by metastases from the 
primary growth. 
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Pyloric Obstruction Associated With 
Foreign Body (Apricot Pit) 


Note: Although they were submitted as sepa- 
rate communications, the striking similarity 
of the two case reports following was respon- 
sible for publishing them under a single title. 


MARSHALL A. FREEDMAN, M.D.* 


Although foreign bodies in the stomach are 
not rare, the presence of gastroscopically-rec- 
ognized apricot seed in the stomach of a patient 
with intermittent pyloric obstruction owing 
to duodenal ulcer seems of more than usual 
interest. 

A 74-year-old white female first entered 
Colorado General Hospital 12-17-56 complain- 
ing of abdominal pain of two weeks’ duration. 
She had had similar trouble nine years pre- 
viously and had been placed on medical treat- 
ment after a peptic ulcer was demonstrated 
by x-ray examination. She discarded the regi- 
mer after a month and had little difficulty 
until pain recurred about two weeks prior to 
admission. She noted black stools, became 
nauseated and fainted in the bathroom about 
a week before admission. In the emergency 
room she was noted to be somewhat confused 
and dehydrated, with diffuse abdominal tender- 
ness, a liver edge palpable two finger breadths 
beneath the right costal margin and grossly 
tarry feces on rectal examination. The hemo- 
globin was 11.8 gm. % , with a normal leukocyte 
count and smear. The blood serology, sugar, 
non-protein nitrogen, chloride, carbon dioxide 
combining power, albumin/globulin and alka- 
line phosphatase were all negative normal. The 
urinalysis was not remarkable and an elec- 
trocardiogram showed only non-specific T wave 
changes. The bromsulphalein test showed 5% 
retention after 45 minutes. Osteoarthritic 
changes of the spine were indicated on films 
of the chest and abdomen. 


* From the Department of Medicine, Univer- 
sity of Colorado Medical 


An upp: gastrointestinal x-ray taken De- 
cember 21, 956 disclosed a hiatus hernia with- 
out evidenc of peptic esophagitis. There was 
an ulcer niche in the pylorus with stenosis and 
a diverticulum of the third portion of the duo- 
denum. In the stomach, a radiolucent area was 
identified which was freely movable for a dis- 
tance of 8 to 10 cm., but would not traverse 
the pylorus. This was symmetrical and the 
radiologist could not be certain that it was 
not a pedunculated polyp. Repeat examination 
December 31, 1956 gave essentially similar 
findings, with evidence that the ulcer was in 
the midportion of the duodenal cap, giving 
moderate obstruction to the outlet of the 
stomach. The radiolucent area was unchanged. 

Gastroscopy was done January 9, 1957 after 
premedication with Demerol and atropine, with 
pyribenzamine anesthesia and _  anti-foam 
tablets. Sixty cubic centimeters of whitish ma- 
terial obtained via an Ewald tube did not con- 
tain free acid. A Schindler flexible gastroscope 
was passed with some difficulty, obstruction at 
the level of the cardia necessitating two at- 
tempts. The entire gastroscopically visible por- 
tion of the stomach was well visualized, 
including the greater curvature half of the 
pylorus. The gastric mucosa appeared normal. 
In the most dependent portion of the stomach, 
in the middle of the greater curvature a bit 
toward the anterior wall, an object resembling 
a peach pit was identified. It was brownish- 
black in color, symmetrically biconvex and did 
not appear to have injured the gastric mucosa 
on which it rested. Some increase in the mucous 
lake suggested hypersecretion. The gastro- 
scopic impression was: foreign body (? peach 
pit). 

Because of the radiographic evidence of 
pyloric obstruction owing to duodenal ulcer, it 
seemed possible that there would be some 
delay in the spontaneous passage of this object, 
perhaps 1 x 2 em. in size, which would ordinar- 
ily go through the intestinal tract of an adult 
without difficulty. After the fecal guaiac deter- 
minations became negative for occult blood, 
the patient was dismissed from the hospital 
on a strict ulcer regimen. She was followed in 
the G. I. clinic only six weeks before she re- 
quired readmission to the hospital (3-3-57) 
asymptomatic except for episodes of gripping 
upper abdominal pain, followed by and largely 
relieved by vomiting. Approximately 2 liters 
of brownish gastric content were aspirated 
in the emergency room at admission. 

The laboratory findings were not remark- 
able except for slight albuminuria and ace- 
tonuria on admission; hemoglobin was 14.2 gm. 
% and the blood chemistry determinations 
were within the normal range. Most feces 
specimens contained occult. blood. The gastric 
contents obtained from several aspirations con- 
tained 45° of free HCl. 


The patient was maintained on gastric suc- 
tion for the first 24 hours, but managed to 
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tolerate removal of the tube shortly there- 
after. On the third hospital day only slight 
succession splash was noted but shortly there- 
after the patient became re-obstructed, requir- 
ing intermittent intubation. The third episode 
of gastric obstruction occurred a week later. 

Upper gastrointestinal x-ray examination 
March 11, 1957 showed foreign body as well 
as marked narrowing of the pylorus along with 
duodenal deformity, albeit without demonstra- 
tion of a niche. Barium passed easily into the 
duodenum and reached the ileum in 20 minutes. 

Because of the recurrent attacks of obstruc- 
tive vomiting, operation was advised. Prior 
to operation she reported finding a fruit pit in 
her stool. After palpation of an anterior 
duodenal ulcer, subtotal gastrectomy was done 
and intestinal continuity re-established by 
posterior gastrojejunal anastomosis. Except 
for transient postoperative hypotension re- 
covery was normal and the patient was dis- 
missed from the hospital April 5, 1957. When 
last seen May 1, 1957, she was gaining weight 
and asking for a greater quantity and variety 
of foods. 


COMMENT 


The fact that this patient had intermittent 
pyloric obstruction associated with the presence 
of both organic duodenal cicatrix and the pres- 
ence of a fruit pit in the stomach in no way 
establishes the causative relationship of the 
latter in the formation of the symptom-com- 
plex. Indeed, the intermittency of the vomiting 
might well be attributed to “crisis ulcer” rather 
than pure retention. However, it is certain that 
the long residence of the foreign body in the 
stomach (at least 3 months, and if the patient’s 
memory of ingesting the fruit is to be trusted, 
perhaps twice as long) must to some degree 
be blamed on the narrowed pyloric canal. 
Whether the converse can be proved is highly 
doubtful. 


SUMMARY 


A fruit seed was observed to remain in the 
stomach of a 74-year-old woman with pyloric 
obstruction due to duodenal! ulcer for 3 months. 
The possible inter-relationships are discussed. 
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Gastric Leiomyoma 


RAYMOND E. Morritt, M.D. 


R. B., a 74-year-old white male, was admitted 
to the hospital December 1, 1956, with a chief 
complaint of fatigue and black stools for one 
month. 

History elicited that two years earlier the 
patient had complained of an episode of fatigue 
and tarry stools. At that time a G.I. series was 
negative. The patient then was asymptomatic 


until two months prior to admission, when he 
began again to note weight loss and tarry 
stools. Hematemesis occurred on several oc- 
casions. Physical examination revealed the fol- 
lowing: Mucous membranes were very pale. 
Auscultation of the heart revealed grade II sys- 
tolic and grade I diastolic murmurs at the 
apex. Abdominal examination was negative. 
Rectal examination’ was negative and revealed 
black feces. Hemoglobin was 4 gm. on admis- 
sion; hematocrit, 14; Hinton, negative; urine, 
normal. BSP test and thymol were normal. 
WBC and differential were normal. Chest x-ray 
was negative. 

G.I. series December 4, 1956, revealed evi- 
dence of a small, soft tissue mass in the fundus 
of the stomach, partially obscured by the bar- 
ium so that it was impossible to be absolutely 
sure of its presence. 


A. G. I. series December 10 again revealed P 


a soft tissue density in the extreme upper 
stomach. The roentgenologist’s impression was 
that this could represent a leiomyoma or a pos- 
sible malignancy. Gastroscopy was advised to 
verify the presence of a mass. 


Gastroscopy was carried out after prepara- 
tion with Demerol, atropine, Nembutol and 2% 
Pontocaine. After the Ewald tube was intro- 
duced and showed no obstruction, the Cameron 
gastroscope was introduced with care and 
before the operator could orient himself to the 
usual landmarks, a prominent mass appeared. 
The tumor was in the junction of the upper 
and middle thirds of the posterior wall. It was 
impossible to see beyond the tumor, but an 
ulcerated area could be seen in the center of the 
tumor. There was no bleeding from this area. 
The phenomenon of the bridging folds was not 
seen. It was considered to be a submucosal 
tumor, probably a leiomyoma although leio- 
myoma-sarcoma could not be ruled out. Surgi- 
cal removal was recommended. 

Exploratory laparotomy revealed a rounded, 
somewhat firm but not hard mass palpable in 
the stomach, which measured approximately 
2-1/2 to 3 inches in diameter and over 1 to 
1-1/2 inches in thickness. A central ulcerated 
crater could be palpated and admitted the 
thumb. A wedge resection was performed. The 
tumor appeared to be encapsulated. Patho- 
logical report: “gross description: ovoid mass 
5.5 by 4.4 cm. with an oval ulcer 3.5 by 2 cm. 
in its two diameters and 1.5 cm. deep. The base 
of the ulcer is mottled reddish gray. The tumor 
has a capsule about 5 mm. thick and the mass 
can be easily shelled out of the surrounding 
tissue. Microscopic description: the sections 
show a tumor which is made up of closely 
packed cells which are uniform in size and 
staining quality. The nuclei are vesicular and 
vary from round to oval to elongated. There 
is no evidence of mitoses or hyperchromatic 
nuclei. The tumor is undoubtedly of corrective 
tissue origin and is consistent with a lei- 
omyoma.” 
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Apparent Peutz-Jeghers Syndrome 
With Fatal Histoplasmosis 


IvAN C. KEEVER, M.D. * 


The association of oral pigmentation and 
intestinal polyposis was recognized by Peutz 
in 19211 when he described several persons 
in one family with the syndrome. Jeghers ’* 
reported 2 cases briefly in 1944 and 5 years 
later he and his associates* presented de- 
tailed histories of 10 additional cases and re- 
viewed a total of 22 proven cases. Numerous 
case reports have appeared in the literature 
since 1949 and Dormandy* recently reviewed 
the status of the syndrome. The finding of 
characteristic pigmentation without intestinal 
polyps has been noted infrequently and opera- 
tive or autopsy reports of such cases have 
been rare’,‘,". The purpose of this com- 
munication is to report an unusual case with 
characteristic buccal pigmentation in which the 
apparent intestinal polyposis found on x-ray 
examination was not confirmed at autopsy. 
Gastroscopy and biopsy material proved impor- 
tant in the antemortem diagnosis of dissemi- 
nated histoplasmosis. 


CasE REPORT 
B.C., a 63 year old white male, was admitted 
to the Veterans Administration Hospital at 
Washington, D.C. on June 13, 1955, complaining 


’ of diarrhea, weight loss and anorexia. In Feb- 


ruary, 1955, his stool frequently increased from 
3 daily to 10 per day. He described the stools 
as soft or watery; they contained some mucus 
but no blood; they were not bulky, frothy or 
foul. Anorexia and rectal urgency were noted 
one month before entry but nausea, vomiting 
and abdominal pain were denied. He had lost 
45 pounds in 5 months. There was no history 
of fever and a chronic non-productive cough 
of many years duration was unaltered during 
this illness. Slight exertional dyspnea and 
transient pedal edema had been noted for 4 
months. 

Physical examination revealed a chronically 
ill white male who appeared to have lost 
weight. The exposed parts of the body were 
pigmented. Small pin-sized dark spots were 
apparent on the upper and lower lips (Fig. 1), 
but none were noted in the circumoral distribu- 
tion. Irregular blue-black pigmented patches, 
2 to 4 mm. in diameter, were scattered over 
the buccal mucosa (Fig. 2). A 3 mm. sessile 
polypoid nodule with superficial ulceration was 
seen on the left palatine tonsil. The spleen tip 
was palpable and a non-tender liver descended 
3 em. below the right costal margin. A few 
pigmented spots were noted on the dorsum of 
the fingers but no pigmentation was found on 
the toes. Several small, firm, movable nodules 
were palpable in the rectum on digital ex- 
amination. Sigmoidoscopic examination showed 


* From Northwestern University Medical 
School. 


numerous small sessile polypoid masses in the 
rectum (similar to that noted on the tonsil) 
while the sigmoid appeared normal. 


The patient’s mother died at the age of 59 
following trauma; his father died of unknown 
causes at the age of 77; and two brothers died 
of cardiovascular disease. A sister, aged 65, 
was examined and showed no evidence of oral, 
buccal or digital pigmentation; she gave no 
past history of gastrointestinal disease. The 
patient’s 2 children showed no evidence of 
abnormal pigmentation and denied gastroin- 
testinal symptoms. Four generations could be 
traced and no exploratory abdominal surgery 
in the family was recalled by the living rela- 
tives. 

The initial laboratory data disclosed a hemo- 
globin of 16.0 gm. per 100 ml., a hematocrit 
of 47 percent and a white cell count of 11,000, 
with 78 percent neutrophils. The urinalysis, 
urea nitrogen, fasting blood sugar, proteins 
and A/G ratio, total serum bilirubin, cephalin 
flocculation and thymol turbidity tests were 
within normal limits. There was 7 percent BSP 
retention at 45 minutes and the serum alkaline 
phosphatase was 12.9, 9.0, and 13.6 Bodansky 
units, respectively, on weekly determinations. 
Cultures of venous blood, bone marrow, gastric 
washings, and stools were sterile. Tuberculin, 
histoplasmin and coccidioidin skin tests were 
negative. X-ray films of the chest showed 
opacification in the right apex and axillary 
segment, and adjacent to; the cardiac silhouette 
in the left lung field. An atelectatic element was 
present in the left lower lung field. A gastro- 
intestinal series showed filling defects meas- 
uring up to 1.0 cm. in diameter throughout the 
lower jejunum, ileum and all segments of the 
colon to the sigmoid (Fig. 3). These were in- 
terpreted as polyps. 

Biopsies were obtained from the left tonsil 
ahd from a rectal lesion, which were similar 
in that they showed a submucosal infiltration 
with macrophages containing numerous or- 
ganisms typical of histoplasma capsulatum. A 


liver biopsy showed typical granulomatous foci_ 


containing histoplasma. 


Gastroscopy revealed a uniformly abnormal 
mucosa which presented as a laminated pink- 
ish hue with streaks of purulent appearing ma- 
terial. This was interpreted as an infiltrating 
lesion, the nature of which was uncertain. No 
polyps were seen. There was no ulceration 
evident and there was no blood visible. 


The patient’s diarrhea responded slightly to 
conservative measures. He continued to be 
markedly anorectic, ran a low-grade fever 
(100°F.) and continued to lose weight slowly. 
With the clinical diagnosis of Peutz-Jeghers 
syndrome and disseminated histoplasmosis, he 
was transferred to the Infectious Diseases Cen- 
ter at the National Institutes of Health at 
Bethesda, Maryland, where therapeutic agents 
more specific for histoplasmosis were to be 
administered. In the course of the next few 
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Figure 1. Pigmented spots on and about the lips. 


Figure 2. Characteristic pigmentation of the buccal 
mucosa. 


Figure 3. Filling defects throughout the colon; fewer 
detected in the small bowel. 
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weeks histoplasma capsulatum was isolated 
from sputum, urine, blood and bone marrow. 
The complement fixation test for histoplas- 
mosis was negative. His course was progres- 
sively downhill despite vigorous antifungal 
_therapy and he expired approximately 4 
months following his original hospitalization. 


At postmortem examination the diagnosis 
of Peutz-Jeghers syndrome was not confirmed 
inasmuch as adenomatous polyps were not 
found in the gastrointestinal tract. The lesions 
in the colon which had been interpreted as 
polyps on the barium studies were found to 
be large ulcerated pseudopolyps containing 
enormous numbers of histoplasma. Elevated 
ulcerated lesions in the small intestinal villa 
contained large numbers of histoplasma-laden 
macrophages. 


The rugal pattern of the stomach was poor- 
ly preserved. A small roughened area was seen 
on the posterior surface near the greater cur- 
vature. This proved on microscopic examina- 
tion to be an area of necrosis. The submucosa 
of the stomach was extensively infiltrated with 
histoplasma-laden macrophages. Widespread 
histoplasmosis involved the respiratory, gastro- 
intestinal, hematopoeitic, genitourinary, en- 
docrine and central nervous systems. 


COMMENT. 


Disseminated histoplasmosis has been re- 
ported to involve practically every organ sys- 
tem in the human, including the gastrointesti- 
nal tract where it is prominent, and the liver 
where it is almost constant (6). Diagnostic and 
prognostic information was obtained in this 
case by liver biopsy and mucosal biopsies of 
the gastrointestinal tract. The suggested in- 
filtrative process noted at gastroscopy was 
confirmed at autopsy. No necrosis was observed 
gastroscopically 4 months prior to death. It 
is proposed that such procedures, particularly 
liver biopsy, will make more antemortem di- 
agnoses possible so that specific therapy, when 
available, may be properly instituted. 


The frequency of case reports of the Peutz- 
Jeghers syndrome is adequate testimony that 
physicians are aware of the association of 
oral pigmentation with intestinal polyposis. It 
is the unusual case in which buccal pigmenta- 
tion is not associated with intestinal polyposis. 
The case reported here is one in which the 
findings are consistent with this syndrome. The 
intestinal polypoid lesions in this instance, 
however, proved to be inflammatory pseudo- 
polyps related to fatal disseminated histoplas- 
mosis. This was apparent only after micro- 
scopic examination of the autopsy material. 
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Esophageal Tear—an Unusual Esopha- 
goscopic Accident 


JOSEPH A. RINALDO, M.D.* 


Accidents incident to esophagoscopy have 
been carefully documented in recent reviews.1:2 
The unusual nature of the following mishap 
warrants reporting the experience in detail. 


CASE REPORT 


A 54-year-old white male was admitted to 
the hospital February 11, 1957, after vomit- 
ing blood for four days. The patient had been 
well until he began vomiting one-half to one 
cupful of blood each day. The blood seemed 
to well up in his throat. The history did not 
suggest peptic ulcer or liver disease. 

The physical findings were not remarkable 
save for a tarry stool found within the rectum. 
The blood pressure and the pulse were normal. 
Laboratory tests showed a hemoglobin of 14.8 
gm. and a normal white count. Blood clotting 
and comprehensive liver function tests gave 
normal results. Radiologic examinations of the 
esophagus and stomach were negative. 

The clinical course was uneventful. Hemo- 
globin was 13.1 gm. the second hospital day 
and transfusions were not required. Because 
of the report of idiopathic esophageal varices 
by Palmer and Brick,? esophagoscopic exami- 
nation was deemed desirable and the patient 
was prepared for it on the third hospital day. 

The Eder-Hufford esophagoscope was passed 
until the tip of the esophagoscope sheath was 
a few inches distal to the cricopharyngeus mus- 
cle. An attempt to withdraw the obturator was 
unsuccessful; nor could it be advanced. On!y 
by exerting forceful traction could the esoph- 
agoscope, with the obturator in place, be 
withdrawn. 


*From the Division of Gastroenterology, 
Henry Ford Hospital, Detroit 2, Michigan. 
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Culminating over 20 years’ research in peptic ulcer... 


Wyeth 


® 
Philadelphia 1, Pa. 


tive, antacid, anticonstipant—for the complete medical management of peptic ulcer. 
AMBUTONIUM BROMIDE, an important new anticholinergic, safely and effectively reduces 
gastric secretion and motility. Butabarbital induces mental relaxation with mild, pro- 
longed sedation. Aluminum hydroxide gel buffers the secretion, and protects and 
promotes healing of irritated mucosa. Magnesium hydroxide prevents constipation and 
aids in reducing acidity. 
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When the esophagoscope was removed, a 
piece of esophageal membrane measuring 3 x 1 
cm. was wedged in the coils of the obturator 
and the coils had to be separated to remove 
this tissue. The position of the tissue and its 
gross appearance is seen in Fig. 1. It con- 
sisted of esophageal mucosa but on its proximal 
end a fragment of striated muscle was present. 
The folds in the fixed specimen would indicate 
that it came from an area which began just 
distal to the cricopharyngeus muscle and ex- 
tended proximally into the hypopharynx. 


Figure 1—Evulsed ED mucosa caught 
in the coils of the obturator of the esophagoscope. 


After esophagoscopy the patient was placed 
at bed rest and was given nothing by mouth. 
Achromycin in a dosage of 200 mg. every six 
hours was administered intramuscularly (the 
patient was sensitive to Penicillin). He was 
instructed to spit up all his saliva and was 
given intravenous fluids. 

The temperature rose to 102.5 on the sec- 
ond day after the incident and returned to 
normal on the fifth post-esophagoscopy day. 
There was no leukocytosis. Tenderness but no 
swelling was present in the neck. No sub 
cutaneous crepitus was elicited, and radio- 
graphs of the cervical spine area and chest 
showed no free air.4 Direct visualization of 
the hypopharynx showed soft tissue swelling 
in the right pyriform sinus and the otolaryngol- 
ogy consultant felt that this was undoubtedly 
the upper end of the tear. Four days after 
esophagoscopy alimentation was _ gradually 
resumed. 

Fortunately, the patient’s course was with- 
out further incident. Subsequent direct visual- 
ization of the hypopharynx showed no abnor- 
malties. The patient was last seen May 24, 
1957, ten weeks after the incident, and was 
feeling very well. There was no dysphagia. 


DISCUSSION 


The coiled obturator esophagoscope had 
been in use for a number of years and it can 
be used with relative safety.5.6 Although the 
accident reported is theoretically possible, it 
has not been reported previously. It is ap- 
parent that a piece of esophageal mucosa was 


pinched between the flexible coils of the ob- 
turator of the esophagoscope as it was straight- 
ened and the impinged tissue could not be 
dislodged. 

Varying methods of introducing the esoph- 


agoscope have been detailed. Some feel that 


introducing the esophagoscope to a consider- 
able depth in the esophagus before withdraw- 
ing the obturator is most desirable. Others 
use the obturator for introduction just below 
the cricopharyngeus muscle and then pass the 
instrument under direct vision. 

The latter technique, used in this case, may 
increase the risk of the mishap reported here 
unless the instrument and obturator are in a 
straight line as the latter is removed. There- 
fore, it would seem desirable to introduce the 
instrument a moderate distance below the cri- 
copharyngeus before removing the obturator. 


SUMMARY 


An unusual accident occurring with the use 
of the coiled obturator esophagoscope is re- 
ported. A suggestion is made concerning its 
prevention. 
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CASE REPORT 
A. E. DaGrapi, M.D. * 


E.S., a 60-year-old white male, was admitted 
to the Long Beach Veterans Administration 
Hospital November 26, 1955 because of hema- 
temesis and melena of two hours duration. 
Thirty years before, he had had a diagnosis of 
duodenal ulcer and thereafter had suffered 
recurring episodes of epigastric distress. These 
symptoms were controlled by bland diet and by 
taking Alka-Seltzer. An episode of melena and 
hematemesis four years prior to admission had 


* 9362 Stanford Ave. Garden Grove, Cal. 
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not required transfusion. Two hours preceding 
hospitalization he had vomited coffee ground 
material and began to pass first reddish and 
later tarry stools. There was no associated pain 
and the patient had been free from ulcer symp- 
toms for several months. 

Physical examination at admission was es- 
sentially negative except for the presence of 
slight epigastric tenderness and a liver edge 
which was palpable two finger-breadths below 
the right costal border in the midclavicular 
line. Blood pressure was 100/60; pulse, 90 and 
temperature 98.6 degrees. 

Laboratory findings were within normal 
limits except for a hemoglobin of 11.1 gm., a 
hematocrit of 33% and chemical confirmation 
of the presence of blood in the stools. 

X-ray report: “Stomach shows a moderate 
amount of retained secretions and slight thick- 
ening of the gastric rugal folds. A rounded 
defect is noted in the antrum directly adjacent 
to the pyloric canal on fluoroscopy and in many 
of the films. Several films show it to be pro- 
lapsing into the pyloric canal. The duodenal 
bulb is deformed and demonstrates a persistent 
fleck in the mid-portion of the greater curva- 
ture aspect. The stomach empties completely in 
four hours. These findings are compatible with 
a gastric polyp which prolapses into the 
pyloric canal and with an associated chronic 
duodenal ulcer.” 

Gastroscopy: The gastroscope was intro- 
duced with ease and readily advanced to the 
level of the antrum. Initial visualization of the 
angulus and antrum showed a dark red and 
black, unattached, gelatinous clot which rapidly 
passed into the upper portion of the stomach. 
The angulus and antrum appeared normal, 
peristaltic waves developed promptly and 
were studied as they receded. The antrum 
was manipulated with the external hand but 
no polyp or other abnormality was seen. Im- 
mediately proximal to the angulus the mucosa 
was edematous and presented large folds. On 
withdrawings the instrument the previously 
mentioned large clot was again seen. No active 
bleeding was encountered. The gastric mucosa 
of the posterior wall in the upper portion of 
the stomach was cobble-stone in appearance. 
Impression: “hypertrophic gastritis; antral 
tumor not visualized.” 

Surgery December 22, 1955 disclosed a free- 
ly movable hard mass in the stomach in the 
region of the pyloric ring. Gastrotomy re- 
sulted in removal of a firm, black, ovoid, 
nodular mass which proved to be an apricot 
seed measuring 2.5 cm. by 2.0 cm. The pyloric 
canal was markedly narrowed, admitting just 
the tip of the index finger. Vagotomy and 
pyloroplasty were performed. 

The patient made an uneventful recovery. 


SUMMARY 


The case is presented of a patient with chronic 
duodenal ulcer disease and advanced pyloric 
stenosis who apparently had swallowed an 


apricot seed (although on questioning he had 
no knowledge of having done so). The obstruc- 
tion at the pylorus prevented the seed from 
passing. Admitted to the hospital because of 
hematemesis and melena, x-ray demonstrated 
a chronic duodenal ulcer and what was inter- 
preted to be an antral polyp. Gastroscopy failed 
to demonstrate the polyp but a reddish-black 
mass extruded from the antrum was inter- 
preted to be a blood clot. The apricot seed was 
discovered and removed during gastrotomy. 
Definitive ulcer surgery was accomplished and 
the patient made an uneventful recovery. 


Malignant Gastric Polyp Discovered by 
Gastroscopy in an Asymptomatic 
Subject* ; 


ALAN §S. RosBinson, M. D.+* 
and 
HERMAN STEINBERG, M. D. 


Patients with pernicious anemia are espe- 
cially prone to develop gastric polyps and gas- 
tric carcinoma.! The incidence of polyps in 
this group of patients ranges from 4.2% to 
8%,2 probably related to the duration of the 
disease. The following case reports a malig- 
nant gastric polyp discovered at gastroscopic 
examination in an asymptomatic patient. 


CASE REPORT 


G. S., a 64-year-old cook, was admitted to 
the Second (Cornell) Medical Division of Belle- 
vue Hospital March 28, 1956, because of a 
questionable abnormality noted on an upper 
gastrointestinal x-ray series. A diagnosis of 
pernicious anemia had been established 20 
years earlier and the subsequent course was 
marked by two recurrences of anemia owing 
to discontinuation of liver extract therapy. 
Prior to admission the patient had been main- 
tained on monthly injections of vitamin Bu 
and was in hematologic remission. The patient 
denied any gastrointestinal symptoms. A gas- 
trointestinal x-ray series, obtained in the clinic 
on a routine basis, revealed antral narrowing 
which was thought to be secondary to spasm. 
Physical examination was not remarkable ex- 
cept for diminution of vibratory sense in the 
iower extremities. Laboratory examination 
showed a normal hemogram. Three stools were 
negative for occult blood. 

April 6, 1956, the patient was gastroscoped. 
There was evidence of mucosal atrophy of the 
body of the stomach. No abnormality was 
noted in the antrum. Immediately proximal 
to the angulus, on the posterior wall adjacent 
to the lesser curvature, a pedunculated, smooth 
polyp was noted which was approximately 


*From the Second (Cornell) Medical Divi- 
sion, Bellevue Hospital, New York City. 
+Trainee, National Cancer Institute. 
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2 em. in diameter. The final impressions were 
atrophic gastritis and gastric polyp. 

April 20, 1956, anterior gastrotomy revealed 
a polyp measuring 1 x 2 cm. at the site noted 
at gastroscopy. The base was not indurated 
and the remainder of the stomach did not show 
abnormalities. There was no lymph node en- 
largement. After wedge resection of the 
involved area, miscroscopic sections of the 
specimen revealed a carcinomatous change in 
the polyp, extending into the submucosa and 
muscularis. Ten days later a subtotal gas- 
trectomy was done. The pathologic specimen 
revealed no evidence of carcinoma. 


COMMENT AND SUMMARY 


The gastroscopic findings in this case re- 
sulted in the surgical removal of a small 
carcinoma in an asymptomatic patient. The 
lesion itself was not seen radiographically. 
This illustrates a point previously made in 
the literature, that gastric polyps are more 
readily diagnosed gastroscopically than by 
radiographic study. The finding of persistent 
antral spasm may have been due to the pres- 


ence of a pedunculated polyp which might 
stimulate propulsive motor activity in a man- 
ner similar to a small bolus of food. The benign 
appearance of the polyp gastroscopically dem- 
onstrates the difficulty in adequately char- 
acterizing a lesion of this type and emphasizes 
the need for excision of all gastric polyps. 

We feel that patients with pernicious anemia 
should have, each year, both a gastrointestinal 
x-ray series and a gastroscopy. -These may 
best be performed alternately at six month 
intervals. 
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% ANNOUNCING 


The Bicknell Scope Camera attachment 
for producing 35 mm color slides direct 
through your own gastroscope. 


An ac- 
curate record for pathological reference. 
Equipped with foot switch and batteries in 
case, ready for use. 


d Flexible Gostroscope 
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—Fingertip Control 
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in the management of gastric ulcer 


SAFE, DEPENDABLE ACID CONTROL 


In the management of gastric ulcer, Gelusil safely controls acidity without 
inducing systemic alkalosis or acid rebound. Gelusil affords protection for 
eroded tissue and helps promote healing. Gelusil is nonconstipating, contains 
no laxative—a factor of particular importance in ulcer therapy. 


To protect the patient against night-time acid pain, Gelusil-Lac provides 
the proven antacid action of Gelusil, plus the sustained buffering effect of 
specially prepared high protein (low fat) milk solids. 


GELUSIL 


2 to 4 tablets (or teaspoonfuls of Gelusil Liquid) 2 hours 
after meals or whenever symptoms are pronounced. 


GELUSIL-LAC 


At bedtime, one heaping tablespoonful, stirred 
rapidly into one-half glass of water (provides 
the equivalent of 4 Gelusil tablets). Supplied 
in 20-dose bottles of 320 grams. 
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FOREIGN LETTERS 


Report From Brussels 


There are approximately 20 recognized gas- 
troenterologists in Brussels. As with all spe- 
cialties in Belguim, recognition requires a 
period of full-time postgraduate study and 
practice—five years in the field of gastro- 
enterology—certification by the national gas- 
troenterology society, approval by the national 
medical association, and finally licensing in the 
specialty by the federal government. The Bel- 
gian medical schools do not give to under- 
graduates a specialized course in gastroenterol- 
ogy, there being no division of internal 
medicine at this level. 

Developing proficiency in gastroscopy is part 
of becoming a gastroenterologist in Belgium. 
Only a few, however, do their own x-ray work 
because radiology is a strong specialty and 
expert help in this field is readily available. 
It is interesting to note that tomography is 
used extensively for study of both the esoph- 
agus and stomach and much faith is placed 
in this technic for the demonstration of minute 
mucosal lesions and for elucidation of confusing 
rugal patterns. 

Medical esophagoscopy has made no partu- 
rient gestures in Belgium for the same reason 
heard everywhere in Central Europe—no need 
has been found for it. Except for manipulative 


esophagoscopy, the organ is approached only 7 
roentgenologically. 

Dr. Jean-Victor Marique is one of the more 
active gastroscopists in Brussels. 
trained at the University of Brussels and now 
34 years old is in charge of the Gastroenterol- 
ogy Service at the Medical Center. This great 
medical group is not affiliated with the Univer- 
sity but is a private organization sponsored 
by large industrial, medical organizations. It 
is a good example of an important medico- 
economic tendency which is evident throughout 
Belgium—a great swing away from the public 
clinic and the city hospital to private, group 
and industrial facilities. As a result, the 
former seem empty and the latter, booming. 
Too, the universities’ teaching programs are 
suffering and this doesn’t improve relations 
between the two professional groups. 

Dr. Marique reflects an attitude in Belgian 
gastroscopy which would be entirely familiar 
to the American gastroscopist. The procedure 
is reserved for patients who need it—freely 
used but only for a specific purpose. There 
appears to be no such thing as “routine gas- 
troscopy.” As Dr. Marique puts it, “gastros- 
copy is done when clinical diagnosis is not 
enough.” 


Eppy D. PALMER, LT. CoL., M.C., U.S.A. 


NOTES FROM THE INSTRUMENT MAKERS 


Personal conferences with our gastroscope 
and other endoscope manufacturers reveal a 
research program of interest to endoscopists. 


Mr. Frederick J. Wallace, president of the 
American Cystoscope Makers, Inc., believes 
there are great possibilities in the FIBER- 
SCOPE, and his research department is put- 
ting forth every pessible effort to develop this 
modality. Located in enlarged, modern quar- 
ters in the environs of New York City, this 
firm has developed a gastroscope with increased 
lighting, which will make photography more 
practical. This gastroscope will be demon- 
strated at the coming meeting. 


Mr. Louis Streifeneder of the Eder Instru- 
ment Company reports that he is ready for 
production of the TRANS-ESOPHAGOS- 
COPIC GASTROSCOPE, an instrument with 
a new head which illuminates the esophageal 


mucosa as it is passed through the esophagus. 
This means that the esophagus and the stomach 
can now be viewed with the same instrument. 
By taking off the lamp, this same scope can be 
introduced in a sheath with a movable tip 
similar to the Eder-Chamberlin, and a suction 
biopsy taken under vision. The TRANS- 
ESOPHAGO$SSCOPIC GASTROSCOPE will be 
demonstratef to members attending the Inter- 
national Congress. 

Mr. Edwin F. Bicknell of METRO-TEC, 
INC. reports a new photographic attachment 
for the Metro-Tec instrument and improved 
instruments for esophageal examination. 

All of the instrument makers announce 
progress in the development of biopsy appa- 
ratus. Space does not permit details of this 
research, but all new developments will be 
demonstrated at the International Congress 
in Washington, D.C., May 24th to May 30th. 
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This completely new gastroscope 
“incorporates many advanced features 


eptical’and mechanical design. 
The opfical system: has been designed to provide a flat 


 -§6° “visual field free from distortion: The lens system — 


; fully corrected for color, spherical aberration. and 
Coma = provides clear yision at highly bent angles; All 
: lens surfaces.are coated to increase light 
transmission and reduce ‘flare or ghost images. 
“Aa adjustable eyepiece permits sharp focusing 


¥ 


when the flexible portion is bent. 


‘The'stainless steel flexible spring is' normalized fo 
Gniform flexing over a long period of 
tirne. The interior of the spring is honed for 
 SISame alignment of the lenses and the exterior 
. is taper ground. Brilliant illumination is 
“provided by a spécial filament lamp operating 
¥ through a light transformer. 
The flexible portion is enclosed in a durable tubber 
ans the tip is fastened in such a manner that it 

cannot become accidentally detached. 
“Each gastroscope includes an inflation bulb, 

ne - light cord and handie, an exira lamp, light 

transformer and a walnut carrying case. 


Full information on request 
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ABSTRACTS of CURRENT LITERATURE 


Harpy, JAMEs T., Mallory-Weiss Syndrome; 
Report of a Casé Diagnosed by Gastroscopy. 
Gastroenterology, 30: 681 (April) 1956. 


The Mallory-Weiss syndrome received recog- 
nition in 1929 due to necropsy findings in heavy 
drinkers who died of severe hematemesis. At 
autopsy there were large lacerations in the 
cardio-esophageal area. The clinical diagnosis 
of this syndrome has remained purely specu- 
lative and diagnosis by x-ray has not been of 
much value. The author has reviewed the syn- 
drome very well and reports the first case to 
be diagnosed with the esophagoscope and gas- 
troscope. He describes a negative esophago- 
scopy and a gastroscopic examination that re- 
vealed the two centimeter oblique split in the 
mucosa on the posterior wall of the stomach 
about three centimeters below the esophago- 
gastric junction, from which bright red blood 
was oozing. On the basis of these endoscopic 
examinations, a correct diagnosis was arrived 
at, saving valuable time in instigating correc- 
tive and conservative therapy. 


MartTIn S. KLECKNER, JR., M.D. 


Dacrap1, A. E., OLSON, D. AND STEMPIEN, S., 
The Gastric Mucosa in Liver Cirrhosis; An 
Endoscopic Study. Gastroenterology, 31: 
74 (July) 1956. 


The authors present gastroscopic findings 
in 50 patients with cirrhosis of the liver, proven 
either by liver biopsy or by postmortem exam- 
ination. Chronic gastritis was encountered in 
82 percent of the group; while the remaining 
patients (18%) presented a gastroscopically 
normal mucosa. Superficial and atrophic gas- 
tritis, alone or in combination, comprised the 
type of gastritis noted in the vast majority 


of the cases. The authors concluded that the - 


presence of cirrhoisis of the liver in alcoholic 
patients is associated with a greater incidence 
of chronic superficial-atrophic gastritis than 
in previously reported noncirrhotic alcoholics. 


Huco C. MoELLER, M.D. 


Garry, M. W., Use of Silicone Antifoam in 
Gastroscopy. Am. J. Gastroenter, 26: 733 
(Dec.) 1956. 


The occurrence of frothy secretions in the 
stomach during gastroscopic examination may 
be annoying and may prevent accurate inter- 
pretation of findings. Prior to gastroscopic 
examination of each of 200 patients, gastric 
secretions were evacuated by intubation and 
the tube was removed. A dilute solution of 
XEC 151 Emulsion, a silicone with defoaming 
properties then was introduced into the eso- 
phagus through a smaller tube. Only slight 
bubbling was seen in the stomachs of eight 
patients during gastroscopic examination. 


A control group of 200 patients was ex- 


amined without employing the antifoam agent. — 


There was slight bubbling in the stomach dur- 
ing gastroscopic examination of eight patients. 


Sixteen patients had moderate or extensive — 


bubbling, and this degree of foaming was suf- 


ficient to seriously limit or invalidate gastro- — 


scopic observation. 

The antifoaming agent was nontoxic, did not 
interfere with the interpretation of mucosal 
appearance and caused no reaction of the 


mucosa. The author feels that the use of this © 


agent according to the technique employed 
provides an effective method of eliminating a 
significant degree of bubbling during gastro- 
scopic examination. 
C. R, PAYNTER, M.D. 
ATKINS, L. AND BENEDICT, E. B., Correlation 
of Gross Gastroscopic Findings with Gastro- 
scopic Biopsy in Gastritis. N. Eng. J. Med., 
254: 641 (April 5) 1956. 


The authors attempt to correlate gastric 
biopsy findings with gastroscopic diagnoses 
of gastritis and normal in the biopsied areas. 
They conclude that the appearance of the gas- 
tric mucosa during gastroscopic examination 
is unreliable in the diagnosis of gastritis and 
that a gastric biopsy is necessary. They rec- 
ommend avoidance of the term hypertrophic 
gastritis. 

Four hundred one examinations were per- 
formed with the Benedict operating gastro- 
scope on 370 patients at the Massachusetts 
General Hospital during the period from 
March, 1948 to June, 1954. Of 391 biopsies, 
258 concern this study and 239 specimens were 
adequate for pathological interpretation. They 


usually ranged from 3 to 5 mm. in diameter ~ 


and provided a full thickness of mucosa. 

Of 71 gastroscopically normal specimens 87.3 
per cent were normal microscopically. Chronic 
(hypertrophic) gastritis was diagnosed 30 
times; 76.7 per cent were histologically nor- 
mal. Of 78 specimens diagnosed as acute 
gastritis, microscopically 16.7 per cent showed 
acute gastritis and 61.5 per cent were normal. 
Nineteen cases of atrophy were seen gastro- 
scopically; microscopically 42.1 per cent were 
atrophy and 47.4 per cent were normal. The 
gastroscopic impression in 41 specimens was 
both acute and chronic gastritis; four cases 
showed complete histologic agreement and 53.7 
per cent were normal. 


CAMEN R. Paynter, M.D. 
BILLINGSLEY, W. K. Jr., Gastroscopy; An Un- 


appreciated Diagnostic Aid. Med. Ann. Dist. 


Columbia, 26: 20 (Jan.) 1957. 
The author deplores the fact that gastros- 


- copy is neglected by many physicians as an 
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important diagnostic procedure. He feels that 
there are probably three major reasons why it 
is not ordered more frequently: (1) some phy- 
sicians feel that the patient is submitted to a 
very painful procedure, which is not true; 
(2) because of the “blind spots of the scope’; 
(3) because a definite differentiation between 
a benign and malignant ulcer cannot be made 
by gastroscopy. These drawbacks are minor 
when compared with the advantages one can 
derive from this procedure. The author found 
gastroscopy helpful in diagnosis of gastritis, 
clarification of doubtful x-ray shadows, the 
determination of the site of bleeding when 
x-ray studies were negative, in follow-up 
of healing of gastric ulcer, and in diagnosis 
of marginal ulcer and foreign body in the 
stomach. 
Victork WILLNER, M.D. 


Sircus, W., Gastroscopy. Brit. J. Clin. Prac- 
tice, Lond. 10: 579 (Sept.) 1956. 


An unusually concise, detailed description 
of gastroscopy is reviewed in this number of 
the British Journal of Clinical Practice. Bas- 
ically, it is an article describing the anatomy 
of introduction of the gastroscope; the indica- 
tions for gastroscopy; contraindications; dan- 
gers and appearances of the normal and 
pathologic stomach. The description of gastro- 
scopic technique exemplifies the finesse that 
should accompany a gastroscopic procedure. 
The experienced gastroscopist soon learns gas- 
troscopy is performed easier in females regard- 
less of the age, whereas, the author has found 
the risk in females 10 times that in males over 
50 years of age. Gastroscopy is evaluated in 
the differential diagnosis of benign and malig- 
nant lesions and the author incorrectly diag- 
nosed 2 of 273 gastric ulcers benign when 
they were malignant. Finally, the figures are 
excellent and, in fact, the major contribution 
of the article. 


MARTIN S. KLECKNER, JR., M.D. 


EISENBUD M. AND FINNEY, N., Carcinoma of 
the Proximal Third of the Stomach: A Criti- 
eal Study of Clinical Observations in 74 
Cases. Ann. Int. Med., 46: 43 (Jan.) 1957. 


Carcinomatous lesions iocated in the proxi- 
mal third of the stomach present certain fea- 
tures which set them apart from lesions more 
distally situated. There are differences in 
pathology, symptomatology, the facility of 
diagnosis and perhaps the prognosis. Radio- 
graphic examination is of great aid in the 
diagnosis of carcinoma of the stomach but has 
definite limitations for carcinoma limited to 
the proximal third. Endoscopic examination 
was usually positive in disclosing the lesion 
but biopsy results were often misleading. In 
almost half the cases the biopsy report was 
negative for carcinoma. Hence the biopsy re- 
port cannot be given much weight and the 


mere identification of the lesion is of greater 
significance. The percentage of positive en- 
doscopic examinations is similarly high for all 
gastric carcinomas. However, although a lesion 
is frequently seen, the actual diagnosis often 
cannot be made from the visual or biopsy find- 
ings. Of 31 patients having a positive endo- 
scopic, 26 were noted esophagoscopically and 
5 gastroscopically. 

Other clinical observations in the patients 
with carcinoma of the proximal third of the 
stomach showed that males predominated three 
to one. Pain and dysphagia were the predomi- 
nant first symptoms and were rarely simul- 
taneously absent. Weight loss was common but 
a palpable mass was detected in only 11 per 
cent of the patients. 

Laboratory studies showed that anemia. 
was present in about half the cases and occult . 
blood was usually found in the stool but was 
not necessarily related to the anemia. Achlor- 
hydria was present in about two-thirds of the 
patients. 

Sixty-five of the 74 patients were operated 
upon and resection was performed in 47 pa- 
tients. The over-all survival (30-97 months) 
at the time of reporting was 8 per cent. These 
patients represented 15 per cent of the resected 
group. 

C. M. Wirts, M.D., PHILADELPHIA. 


Katz, D. AND SELESNICK, S., Massive Pneu- 
moperitoneum and Pneumoretroperitoneum 
after Gastroscopy; Report of a Case and 
Review of the Literature. Am. J. Digest 
Dis., 1: 512 (Dec.) 1956. 


The authors have reviewed the literature 
and added an additional case of pneumoperi- 
toneum and pneumoretroperitoneum after gas- 
troscopy. As they point out, this is a less 
serious complication than perforation of the 
pharynx or esophagus. Indeed, one should not 
use the term “perforation” for many of these 
cases, since in most instances the air finds its 
way through the stomach wall by avenues 
which are not demonstrable at surgery. True 
gastric perforations are unusual. 

The patient described in this report had 
achlorhydria after histamine stimulation and 
also had far-advanced pulmonary tuberculosis. 
Introduction of the gastroscope was described 
as easy, but some resistance at the cardia 
was encountered; this phenomenon was noted 
in 5 previous cases reported elsewhere and 
also was noted in 2 cases observed by the pres- 
ent reviewer. The characteristic absence of 
adequate expansion of the stomach wall with 
the introduction of air was also noted. Treat- 
ment was conservative, consisting of gastric 
suction for 5 days and prophylactic antibiotics; 
recovery was prompt. The authors point out 
the relatively benign character of this com- 
plication and discuss the various mechanisms 
by which it may occur. The overall incidence 
of complications of flexible gastroscopy is ap- 
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proximately 1 per 1000, but only perforation of 
the pharynx or esophagus requires immediate 
surgical treatment. 

JULIUS WENGER, M.D. 


R. S., Routine gastroscopic photog. 


1 NELSON, 
Gastroenterology, 30: 661 (April) 


raphy. 
1956. 


: The author describes a simplified apparatus 
2 and method for gastroscopic photography 
— i which has permitted routine use of this pro- 
a cedure. The Eder-Chamberlain “400” gastro- 

Ff scope was used; its maneuverable tip was 
Se thought to improve focus and the fewer lenses 
a in the long rigid portion allowed greater trans- 
mission of light. 

The camera comprised a prism apparatus 
and lens attached to a standard Leica box. The 
eyepiece of the double-corrected prism peri- 
scope used for observation during photography 
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was conveniently located in the same plane as am 
that of the gastroscope eyepiece. 

The gastroscope lamp operated at 25 volts, 
but could be increased by means of a rheostat J 
up to 60 volts for photographic exposure. 

Routine gastroscopy was performed with an 
instrument equipped with the special lamp and J 
attached to the rheostat. For photography the 
camera was slipped on to the end of the scope ¥ 
with a simple bayonet attachment. The gas- 
troscopist steadied the camera without a tripod. 9 
An assistant operated the Leitz double cable- 
release that elevated the sighting mirror and 
released the shutter in sequence. 

Black-and-white pictures (Eastman Tri-X) 
were taken at 1/25 to 1/50 second. Pictures 
in color (Ektachrome) were preferred. These 
were taken at 1/2 to 2/5 second. 


FRANCIS J. OWENS, M.D. 
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To meet the long-felt need for gastric biopsies in the 
__ diagnosis of lymphoma, carcinoma and gastritis, 
. A.C.M.E Cin cooperation with Dr. Edward B. Benedict) 
: has devised an instrument that offers a successful 
means for aspirating sécretions and obtaining 
biopsies. Similar to the. A.C.M.I. flexible 
examining gastroscope in its illumination 

Me and optics, this new instrument has an 
-,,,@dditional channel through which a plastic 
_ @spirating tube or biopsy forceps may be 
introduced. Both the tube and the forceps 

brought into exact position by means 
of an “elevator” controlled from the 
proximal end of the instrument. 


_ The optical system provides a flat 56° 
visual field, fully corrected for spherical 
or chrometic aberration and coma — 
evén at sharply bent angles. All of the 

~~ Jens surfaces are coated to insure 
maximum clarity of field by 
increasing light transmission and 
reducing ghost images. 


Used routinely as an 
observation as well as 
an. operating instrument, 


PELHAM PARKWAY » PELHAM MANOR, N. Y. 
FREDERICK J. WALLACE, President 
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AMERICAN GASTROSCOPIC SOCIETY 


EDER-PALMER TRANS-ESOPHAGOSCOPIC FLEXIBLE GASTROSCOPE 


Requested by the profession! 


Introducing the new Trans-Esophag pic Gastroscope 
and its outstanding features: 


1. Designed to fit through our standard 45 or 53 cm by 9.5 mm instruments 

2. Smaller in diameter—9!4 mm but standard size lenses—same clarity and 

brilliant image as known in Eder Gastroscopes. 

3. No change or conversion necessary on the Eder-Hufford Flexible Esophago- 
sco 

4. 

5 

6 

7 


yond than the Standard Gastroscopes to permit full advantage of the flex- 
ible portion to be felt after it has been passed through the Esophagoscope. 

. Simplifies combination Gastroscopy and Esophagoscopy! 

. Instruments can be used individually or combined! 

One introduction—Two examinations! 

. Patient’s discomfort reduced! Doctor’s diagnostic areas increased! 


For more information, prices and descriptive folder #89 


Write the manufacturer 


EDER INSTRUMENT COMPANY 2293 N. Clybourn Avenue 


Chicago 14, Illinois 


NEW EDER SIGMOIDOSCOPE « 
PROCTOSCOPE « ANOSCOPE 


@ Easy to change from proximal to distal illumination. 


@ 4x telescope revolves 360° to clear the lumen when necessary. Pulls 
out for fast-removal. 


Scopes attach to air tight head with less than 1 turn. 


Comfortable pistol grip with switch control wheel to move proximal 
bulb out of lumen. 


@ Scopes available 10 cm to 35 cm long and various diameters. 
WRITE FOR prices and complete description of this new 
versatile precision instrument for rectal examination. 


EDER INSTRUMENT COMPANY 


2293 N. Clybourn Avenue Chicago 14, Illinois 
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COMMENTS 


Tuberculous Gastrojejunal Ulcer 


February 9, 1957, the J.A.M.A. (p. 482) pub- 
lished in its column of “Foreign Letters” a 
letter from India. Headed by the words 
“Tuberculous Gastrojejunal Ulcer,” it was an 
abstract of a paper by Bhat and Abraham in 
the Indian Journal of Surgery (18:5, 1956) 
which reported two cases of such ulcers. Both 
patients complained of recurrence of gastro- 
intestinal symptoms following gastrojejunos- 
tomies for peptic ulcer. Barium meal roent- 
genograms revealed in both the presence of 
anastomotic ulcer. After gastrectomy, micro- 
scopic examination showed tubercle bacilli in 
the giant cells in both specimens. Except for 
healed tuberculous lesions in the chest, no other 
evidence of tuberculosis was found in other 
parts of the body. The authors stated that 
they were not able to find a proved case of this 
disease in the literature. 

However, in the text by Walters, Gray and 
Priestley titled “Carcinoma of the Stomach,” 
Moersch mentioned such a case (p. 69). He 
wrote: “In this case, the patient had a large 
ulcer in the stoma of the partially gastrec- 
tomized stomach. The appearance of the ulcer 
closely simulated that of gastrojejunal ulcer. 
In the base of the ulcer, however, were nu- 
merous small nodular elevations and similar 
elevations were present under the jejunal and 
gastric mucosa.” He published a very beautiful 
colored picture of the gastroscopic appearance. 

Thus, we have another disease which may 
spoil the results of gastric surgery. The Indian 
authors are right when they state that “the 
tuberculous nature of the lesion must be sus- 
pected at least before performing any opera- 
tion in patients who have peptic ulcers and 
tuberculosis elsewhere in the body.” From 
Moersch’s picture it would seem that the gas- 
troscopic appearance of such a tuberculous 
ulcer is characteristic. 


RuDOLF SCHINDLER, M.D. 


Comment to “Gastroscopic Observation 
in a Case of Primary Amyloidosis” 
Published by Robert A. McNaughton 
and John M. Rumball in BULLETIN 
Volume 5, Number 1, page 4, 1958 


The observation of the stomach in the case 
of primary amyloidosis is so important and 
so rare and the diagnostic confirmation by gas- 
troscopic biopsies so unusual that it may be 
permissible to add a comment and to publish 
a second case. I was asked on 5-20-56 to do a 
gastroscopy on a 71-year-old male who com- 
plained of great weakness, poor appetite, and 

whom at x-ray examination “mottling” 
throughout the stomach had been observed. 
It was known that the patient had a strongly 
positive albumin reaction in the urine and a 


Urea of 43 mg.%. At gastroscopy a large 
amount of food residues were found. They 
were emptied through an Ewald tube, but after 
the gastroscope had been introduced the stom- 
ach still proved to be full of food residues 
which had accumulated as a thick, gray- 
brown mass on the greater curvature of the 
upper portion of the stomach and which stuck 
to the mucosa of the stomach almost every- 
where. Nevertheless, it became possible to see 
angulus and antrum. The angulus was dis- 
tinctly dislocated. The mucosa of the antrum 
was swollen and of a little bit irregular color. 
No tumor was visible not even with abdominal 
palpation. The mucosa of the entire body 
showed signs of superficial inflammation, 
edema and small hemorrhages. The gastro- 
scopic impression was that of pyloric obstruc- 
tion and of gastritis. The patient died on 
5-29-56, and an autopsy was performed. Gen- 
eralized amyloidosis was found, especially in 
the liver, spleen, heart, lungs and kidney. 
The most interesting point was that the py- 
loric junction showed a heavy deposit of amy- 
loid in the muscularis mucosae, and it was 
clear that there was a pyloric obstruction be- 
cause the pyloric ring was thick and the lumen 
small. Gastroscopically certainly the diag- 
nosis of amyloidosis could not be made, but it 
is remarkable that in this case true pyloric 
stenosis was caused by presence of amyloid 
within the pyloric ring. 
RuDOLF SCHINDLER. 


EDITOR’S NOTE 


The American Gastroscopic Society Bulletin 
is to be issued quarterly as the official publica- 
tion of the American Gastroscopic Society, 
Inc. Manuscripts should be directed to Dr. 
Roy L. Sexton, 1801 Eye St., N.W., Washing- 
ton, D.C. 

All manuscripts are subject to approval and 
editing by the Editorial Board. Authors 
accept responsibility for all statements and 
conclusions. Manuscripts will be returned to 
authors upon request. 

Manuscripts should be typewritten, double- 
spaced on 8% x11 inch white paper with a 
1% inch margin on both sides to provide room 
for copy reader’s symbols. Title and author’s 
name should appear on the upper right hand 
corner of each page. 

References should be numbered serially and 
listed in the bibliography in the same order. 

The bibliography should follow the form used 
by the Cumulative Index; e.g., King, J. M. & 
Woelfel, G. F.: Submucus Lipoma of the 
Stomach, Am. J. Surg. 83:32-34 (Jan.), 1952. 

Legends, typewritten on a separate paper, 
should accompany all illustrations. Author’s 
name and address should appear on the back 
of all photographs. 
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